Cerebral palsy (CP) is a chronic condition that may have serious consequences not only for a child's functioning but also for the family (Raina et al., 2005) . One of the most emotional experiences for parents of a child with CP is probably receiving their children's diagnosis. The literature suggests grief reactions similar to those related to bereavement (Blacher, 1984; Cameron, Snowdon, & Orr, 1992; Pianta, Marvin, Britner, & Borowitz, 1996) . Professionals in the medical field appear to focus mainly on the needs of the children and their disabilities (Bamm & Rosenbaum, 2008) . However, it seems reasonable to assume that if parents lack acceptance of their children's diagnosis, this might interfere with responsive interaction with the child by affecting the perception of children's cues, needs, and possibilities. Therefore, better understanding of how parents come to think about their children's diagnosis may help professionals to attune their services to the specific situation of each family. Marvin and Pianta (1996) proposed that attachment theory might provide a framework for conceptualizing the different reactions among parents to a diagnosis of a chronic disability in their children. The perceived impact of such a diagnosis on the caregiving relationship with the child may disorganize the mental representations of attachment and caregiving that parents have built up. These authors developed a standardized reliable procedure for assessing whether parents have come to accept their children's diagnosis. The Reaction to Diagnosis Interview (RDI) is intended to assess if the parent has moved beyond the initial response to the diagnosis and reoriented to the reality of the child's condition. Using the RDI, Pianta and colleagues (1996) classified 47% of the mothers of children with CP or epilepsy (N ¼ 91; aged 15-50 months) ''resolved.'' From some studies focusing on factors relating univariately to resolution, it was found that parental stress, perceived social support, type of diagnosis (i.e., congenital anomaly or neurological condition), and the child's cognitive functioning were associated with parents' resolution status (Barnett et al., 2006; Pianta et al., 1996; Sheeran, Marvin, & Pianta, 1997) . Of these variables, parental stress is ambiguous, sometimes described as a determinant and sometimes described as an outcome of resolution (Sheeran et al., 1997) . Coping, however, has not been studied before in relation to the process of resolution, although it is known that parents' coping styles are important in buffering or protecting parental sensitivity and well-being from the deleterious influences of stress (Folkman & Lazarus, 1988) . From literature on parents of children with various developmental conditions, it is known that coping strategies that focus on problem solving in general have more positive adjustment outcomes than coping strategies that focus on denial, escape and avoidance of difficulties (Abbeduto et al., 2004; Gavidia-Payne & Stoneman, 1997; Judge, 1998) .
The present study examined child-and parent-related variables in relation to resolution. First, we were interested in the percentage of parents of young children with CP who have resolved their children's diagnosis. We focused on the resolution status of parents of young children (18 months) with CP since in most children with CP, the diagnosis becomes clear and is communicated to the parents in the first year after birth. One can, therefore, assume that around this age, parents have begun to come to terms with the diagnosis and related demands, and some degree of stabilization has taken place. Based on the percentages found in earlier studies (Barnett et al., 2006; Pianta et al., 1996) , we expected that at least half the parents would be classified as ''unresolved.'' Second, we examined which selected child-and parent-related variables were related to an unresolved state of mind of the parents. Child-related variables included cognitive functioning and severity of CP in terms of gross motor functioning. Regarding the parentrelated variables, we focused on coping and on perceived social and practical support by the partner. We expected that a coping style of the parent that is characterized by denial, escape, or avoidance of difficulties, more severe CP, and lower cognitive functioning of the child, as well as less perceived support of the partner would be related to an unresolved state of resolution of the parent.
Methods
In the present study, we used data from the PERRIN CP 0-5 study, which is part of a longitudinal research program entitled Pediatric Rehabilitation Research in the Netherlands (PERRIN). This program examines the course and determinants of functional status of children and adolescents with CP.
Participants
Parents of children with CP aged 18 months were asked by the pediatrician, child neurologist, or rehabilitation physician treating their children whether they were willing to participate in the PERRIN CP 0-5 study. Participants were recruited between April 2002 and December 2005 in five hospitals and six rehabilitation centers in the Netherlands. Excluded were children having a severe condition besides CP affecting motor functioning, and children of parents with a weak command of Dutch. The study was approved by the local medical ethics committee. Written consent was obtained from all mothers and fathers, resulting in a total sample of 63 children whose age at inclusion was 18 months (corrected for prematurity if applicable) and their parents. Since we were interested in the reactions of individual parents whose child was diagnosed, six cases were excluded because both parents took part in the interview. For a further six cases, no interview was available because of technical problems (n ¼ 4) or because the effort was too great for the child or the parent to attend the rehabilitation center for an extensive assessment (n ¼ 2). This resulted in a total sample of 51 parents (44 mothers and 7 fathers) ( Table I) .
Measures
Parents were classified as ''resolved'' or ''unresolved'' regarding their children's diagnosis based on their responses to the RDI (Pianta & Marvin, 1993; Schuengel, Janssen, Kerver, & Mentink, 2001 ). The RDI is a semistructured 10-to 20-min interview consisting of nine open-ended questions about parents' beliefs, memories, and emotional reactions to the news of their children having CP. Coding of the RDI is done according to the guidelines of the Reaction to Diagnosis Classification System, which describes elements of resolution and lack of resolution and rules for identifying these elements and weighing their relevance. Elements of resolution include recognition of change since diagnosis, assertion of moving on in life, suspending the search for a reason, realistic representation of a child's abilities, and balanced statements regarding the benefits of the experience for the self. A sense of coherence and autonomy pervades the interview. A classification of ''unresolved'' follows if elements of lack of resolution (such as remaining focused on the experience of the diagnosis in an emotionally overwhelmed or angry stance or use of defensive exclusion or denial) are more predominant. Although parents might express signs of both resolution and lack of resolution, classification is based on the pattern that predominates. In a sample of 70 mothers of infants and preschool children with CP, reliability and validity of the RDI have been confirmed, with interrater agreement ranging from 88% to 96% (Barnett et al., 2006; Pianta et al., 1996) . As an indication of validity, children of parents classified as ''resolved'' were significantly more often securely attached to their parent (Barnett et al., 2006; . The child's cognitive development was assessed with the mental scale of the Dutch translation of the Bayley Scales of Infant Development, Second Edition (BSID-II-NL) (Bayley, 1993) . The mental scale, which takes about 60 min to administer, assesses the child's current level of cognitive, language, and personal-social development. The BSID-II has good psychometric properties (Bayley, 1993) .
Severity of CP was determined using the Gross Motor Function Classification System (GMFCS; Palisano et al., 1997) , which has been translated into Dutch. The GMFCS is a widely used five-level classification system that discriminates between children with CP according to their age-specific gross motor activity, and takes about 2 min to make a classification. For young children, classification is based on descriptions within an age window before their second birthday. For the purpose of the current study, we created a two-level classification system for children 18 months of age by combining adjacent GMFCS levels (GMFCS levels I-III; GMFCS levels IV and V). Children at levels I-III can walk or have the potential to walk independently, at least indoors with a mobility aid. At the other end of the spectrum, children at levels IV and V have limited self-mobility and are potential wheelchair users. Research evidence shows that the GMFCS makes meaningful distinctions in function in children and adolescents with developmental differences (Rosenbaum, Palisano, Bartlett, Galuppi, & Russell, 2008) . For children under 2 years of age, moderate interrater reliability (k ¼ .55) has been confirmed for all five levels (Palisano et al., 1997) , and first results indicate that the combined GMFCS levels improves the reliability at this age (Gorter, Boonacker, van Schie, & Ketelaar, 2004) .
Coping strategies were assessed by means of the Utrecht Coping List (UCL; Schreurs, van de Willige, Brosschot, Tellegen, & Graus, 1988 ). The UCL is a selfreport questionnaire, in which people are asked to respond with regard to stressful events in general. The items are grouped into seven subscales, corresponding to separate coping strategies (i.e., active confronting, palliative, seeking social support, passive, avoiding, expressing emotions, and reassuring). The UCL yields individual raw scores for each subscale, which were used in the analyses. The UCL has satisfactory psychometric properties (Schreurs et al., 1988) .
Perceived support from the partner was determined by two questions on the amount (much, little, or no support) of emotional support and practical support the parent experience from their partners (i.e., ''Raising your child, how many emotional support from your own partner do you experience?'' ''Raising your child, how many practical support from your own partner do you experience?''). 
Procedures
The BSID-II mental scale was administered and the GMFCS level determined by trained research assistants during an assessment at one of the participating rehabilitation centers. The parent who was most involved in the daily care of the child was invited for the interview (RDI). The interview was held by four experienced child psychologists, who were trained for the interview by the first author (IR). Before the assessment, the same parent completed the UCL and the questions on support. Each RDI was videotaped, and parents' verbal and nonverbal responses to the RDI were coded. All interviews were coded by the first author (IR) who was trained for the classification procedure by Dr J. Stolk. He in turn had received training in the coding system from Dr R.S. Marvin, University of Virginia, and he has an established intercoder reliability with Dr Marvin. In addition, 12 interviews were randomly selected and coded by Dr J. Stolk to establish reliability. Agreement with the first author was 100% for the categories ''resolved/unresolved.''
Data Analysis
The data were analyzed using SPSS (version 13.0). The proportions and frequencies of parents classified as ''resolved'' versus ''unresolved'' were calculated. Univariate logistic regression analyses were conducted with the resolved variable (yes/no) as the outcome variable and separate child-and parent-related characteristics as the predictor variables. For each variable, we calculated the odds ratio (OR) to identify statistically significant candidate outcome predictors. Variables with a univariate p-value < .15 were entered in a multivariate logistic regression analysis to obtain a set of mutually independent predictors. A two-tailed significance level of .05 was used for the selection of variables in the final model.
Results
Characteristics of the 51 participants reported in Table I did not differ significantly from those of the 12 parents of children who were initially included in the PERRIN CP 0-5 study but who were not eligible for this study (all p > .05). Most of the 51 parents (76.5%) were classified as ''resolved,'' whereas all others (23.5%) were classified as ''unresolved.'' The univariate analyses revealed associations between resolution status and severity of CP, an avoidant coping style of the parent (UCL) and perceived practical support from the partner (p < .15; Table II) . No associations were found between resolution status and cognitive functioning (BSID-II mental scale), the other coping strategies (UCL), or perceived emotional support from the partner. Multivariate logistic regression analysis showed that only GMFCS level was statistically significantly associated with resolution (OR ¼ 12.1, confidence interval ¼ 1.9-76.1; Nagelkerke R 2 ¼ .38) (Table II) . Minimum and maximum scores with higher scores indicating a stronger tendency towards that specific coping style of the parent.
Discussion
More than three quarters of the parents of toddlers with CP in our study were classified as ''resolved.'' This finding was unexpected as other studies had reported lower percentages of ''resolved'' (41-56%) (Barnett et al., 2006; Pianta et al., 1996) . Why, then, were more parents of children with CP classified as ''resolved'' in the current study? One possible explanation is that the samples used in various studies are not really comparable with ours. For example, time of assessment (age 18 months vs. a 15-to 50-month age range), diagnosis of the children in the sample (CP only vs. CP or epilepsy), and educational level of the parent (as our study included a relatively large proportion of parents [39%] with higher professional education compared to other studies) may have impacted these findings. Since this is the first study to use the RDI outside the United States, an alternative explanation might be that the way people react in difficult situations may partially be determined by the norms of the specific culture in which they live or may be related to differences in perceived consequences of a diagnosis of CP. Countries differ in their health care system, facilities for children with special needs, and social security. Political and economic circumstances could also have an impact on the stress of parents of children with disabilities, through the distribution of social security, benefits, and educational and vocational opportunities (Blacher & Hatton, 2001) . With respect to the second aim of our study, our results showed that when the child with CP is about 18 months old, an unresolved status of the parents was significantly associated with the child's limited motor abilities (i.e., not likely to walk). Although this finding should be confirmed in future studies, it seems plausible from a clinical perspective. At the age of 18 months, motor functioning may be seen by parents as an indicator of their children's development, while cognitive functioning may emerge as important later. Around 18 months, learning to sit independently and to move around is difficult or even impossible for children with GMFCS levels IV and V, while typically developing children are usually able to walk at this age.
The present study revealed some issues that should be considered to properly interpret our results. Although dichotomy in resolution status is convenient for research purposes, it should not give the impression that there is a point in time when parents no longer experience negative reactions or grief. Moreover, as time passes and the child develops, the nature of the loss relative to what typically developing children are doing at that age makes parental resolution a life-long endeavor. Therefore, longitudinal studies are important to assess the way parents cope with their children's diagnosis over time. Moreover, the sample size of our study was too small to draw firm conclusions and also to generalize the findings to all parents of children with CP. Only a few statistically significant findings emerged. An interesting variable that needs further investigation is the coping of parents. In the present study, we found a weak, but not statistically significant, relation between an avoiding coping style and an unresolved state of resolution. Future studies with larger samples are important to investigate the role of coping in the resolution status of the parents in more detail.
Despite these limitations, our study has provided some new perspectives into the resolution status of parents. Special attention was paid to the severity of the diagnosis, and this has yielded important information about the predictive value of gross motor functioning in the resolution status of parents of young children with CP. Responses to the interviews offered insights into the very intense process parents go through when they first realize that something is wrong with their children. Unresolved thoughts and feelings regarding the diagnosis and caregiving might interfere with comfortable interaction with the child by affecting the perception of children's cues, needs, and possibilities . This information might help professionals in the medical field to focus on the needs of not only the young children and their disabilities, but also the family, especially when children have severe CP.
